Self-stigma of mental illness hinders work and reduces self-esteem. The aim of the study was to examine self-esteem, self-stigma, and stigmatisation among people with mental illness in Japan who had work experience. Survey respondents were 191 patients with mental illnesses in Japan. Self-esteem and self-stigma were measured, and associations between participants' characteristics and these variables were explored. Most study participants were males (69.1%); 103 participants had schizophrenia (53.9%). Self-esteem differed significantly by type of support facility, age at onset, psychiatric hospitalisation, income, part-time work, treatment at work, consultation, reasons for unemployment and motivations for employment. Significant negative influences on self-stigma were not living alone, not disclosing the illness to colleagues, not citing mental illness as a reason for unemployment and not working for a living. It is necessary to improve working environments to ensure that people with mental illnesses can work by introducing anti-stigma countermeasures.
Introduction
Social reactions to mental illness add a dimension of suffering that has been described as a "second illness". The internalised stigma of mental illness impedes recovery and is associated with increased depression, perceptions of devaluation and discrimination, as well as reduced self-esteem, recovery orientation and empowerment (Boyd et al., 2014) . In a study on self-stigma among people with mental illnesses, Corrigan et al. (2013) found a large and significant correlation between self-stigma and quality of life. A study of outpatients with schizophrenia spectrum disorders found a stronger association between insight and demoralisation at higher levels of selfstigma (Cavelti et al., 2012) , and a study targeting people receiving compulsory community-based treatment services reported significant associations between level of self-stigma and psychiatric symptom severity, history of incarceration and history of homelessness (Livingston et al., 2011) . Undermined by prejudice and discrimination, it is also common for people living with mental illness to internalise social stigma and become increasingly withdrawn and self-isolated, losing self-esteem and self-efficacy in the process (Corrigan et al., 2002; Watson et al., 2007) . Self-esteem, in turn, has been shown to be related to household income, diagnosis, psychiatric symptoms, service satisfaction, perceived stigma and perceptions of social roles (Kahng & Mowbray, 2005) . In this way, self-stigma and reduced self-esteem negatively affect the lives of people with mental illnesses. Many people with mental illnesses experience stigma in the workplace, leading to self-stigma and worsening of selfesteem (Watson et al., 2007) . However, an assessment among participants in an employment support programme found that, compared with unemployed participants, those who worked without experiencing discrimination had lower levels of self-stigma and stigma stress (Rüsch et al., 2014) . These findings indicate the importance of considering self-stigma and self-esteem in supporting the employment of people with mental illnesses. We examined self-stigma, self-esteem, and stigmatisation among people with mental illnesses in Japan who had work experience. Based on previous research results, we hypothesized that psychiatric diagnosis, experience of psychiatric hospitalisation and income would be associated with self-esteem and self-stigma. Our study will contribute to improvement of QOL among people with mental illness.
Methods

Setting and Participants
We initially sent a letter of invitation by postal mail to the directors of the centres for transition support for employment, centres for support for employment and life of handicapped people, psychiatric day care centres and occupational centres for handicapped people in Japan. We then requested their participation in our research by telephone. After the directors agreed to participate by returning the letter of agreement, we sent them the questionnaire sheets, which were then distributed to participants. Each participant completed the questionnaire and returned it anonymously to the researchers by postal mail. We judged each participant to have given consent to participate when he or she, having received full information about the study, returned the completed questionnaire. Participants answered three sections; sociodemographics, self-esteem and self-stigma. This study was approved by the Medical Ethics Committee of Tohoku University.
Questionnaire
Basic Demographic Characteristics and Stigmatization
The participants provided demographic information on gender, age, type of support facility, educational attainment, family structure, contribution of living expenses, mental illness, age of onset, the medications they were currently using and the associated side-effects, mental hospital inpatient experience and number of hospital admissions, the number of jobs and job descriptions, type of employment, wages, unfair experiences at work, experiences of being treated coldly at work, reasons for being treated unfairly, whether they had been advised by their boss to quit work following suspension, disclosure of mental illness and reason for regretting disclosure, reasons for being denied employment, job rotation, reasons for retirement, reasons for working, whether they had been told to work by their family, and consulting for people with mental illness.
Rosenberg Self-Esteem Scale Japanese Version (RSES-J)
The Rosenberg Self-Esteem Scale (RSES) defines self-esteem as a global concept of the self and as reflecting a sense of worth or value, not as the possession or accumulation of specific qualities or abilities. Reported Cronbach's α coefficients for the scale have ranged from .83 to .99. The 1-week test-retest reliability was reported as .82 (Mimura & Griffiths, 2007) . We evaluated self-esteem using this scale, which consists of 10 four-point Likert-type questions, rated from strongly disagree (=1) to strongly agree (=4), with higher values indicating stronger self-esteem. The total possible score ranges from 10 to 40; higher scores indicate greater self-esteem. We used the Japanese version of the Rosenberg Self-Esteem Scale (RSES-J). The equivalence of the original RSES and RSES-J is indicated by a near-identical factor structure and structure coefficients, and similar internal consistency reliability (Mimura & Griffiths, 2007) .
Workplace Social Distance Scale (WSDS)
The WSDS was used to measure self-stigma among people with mental illness who had work experience (Yoshii et al., 2014) . This scale measures the extent to which a respondent believes that they themselves would devalue or discriminate against someone with a mental illness. This scale was developed by rephrasing the eight items of the Japanese version of the Social Distance Scale (SDSJ) to make them applicable to work settings in Japan. The reliability and validity of the scale were examined among psychiatric patients in Japan. Cronbach's alpha coefficient for the scale was .753. The split-half reliability for the scale was .801, indicating good internal consistency reliability. The measure consists of eight four-level Likert-type items rated from strongly disagree (=0) to strongly agree (=3), with higher values indicating stronger stigma. Higher scores correspond to greater social distance. The scale elicits responses to mental illnesses and encourages the free expression of negative attitudes.
Statistical Analysis
All statistical analyses were performed using IBM SPSS Statistics for Windows, version 20.0 (Armonk, NY: IBM Corp). The Kruskal-Wallis test and the Mann-Whitney U test were used to examine the associations between questionnaire scoresand participants' demographic characteristics (gender, age, type of support facility, educational attainment, family structure, contribution of living expenses, mental illness, age of onset, the medication (s) they were currently using and the associated side effects, mental hospital inpatient experience and number of hospital admissions, the number of jobs and job descriptions, type of employment, wage, unfair experiences at work, experiences of being treated coldly at work, reasons for being treated unfairly, whether they had been advised by their boss to quit work following suspension, disclosure of mental illness and reason for regretting disclosure, reasons for being denied employment, job rotation, reasons for retirement, reasons for working, whether they had been told to work by their family, and consulting for people with mental illness). Post hoc comparisons was used to assess differences in rates between groups of demographic characteristics. Factor analysis using the major factor method and promax rotation was used to examine the factor structure of the Rosenberg Self-Esteem Scale Japanese version. A p-value < .05 was considered to indicate statistical significance, and all statistical tests were two-tailed.
Results
Participant Characteristics
A total of 270 completed questionnaires were returned by participants. There were 191 valid responses ( Figure  1) . No participants reported currently being in general employment.
The majority of valid responses (69.1%) were received from males. Most study participants were in their 30s or 40s (33% and 30.9% respectively), with younger (20s) and older (≥50) age groups each making up approximately 18% of the sample. Education: junior high school, 20 (10.5%); high school, 92 (48.2%); occupational school, 24 (12.5%); junior college, 8 (4.2%); university, 47 (24.6%). 
Rosenberg Self-Esteem Scale Japanese Version (RSES-J) Score
The highest score for self-esteem among the questions was for question 7 and 10: I feel that I'm a person of worth, at least on an equal plane with others, I take a positive attitude toward myself (median = 3.0, IQR: 2.0, 3.0) ( Table 2) .
The Factor Analysis of Rosenberg Self-Esteem Scale Japanese Version
The factor analysis of the RSES-J revealed two factors. Factor 1 loaded items 1, 3, 4, 5, 7, and 10 (proportion of variance, 39.7%; α coefficient, .79), and factor 2 loaded items 2, 6, 8, and 9 (proportion of variance, 14.2%; α coefficient, .66) ( Table 3) .
Workplace Social Distance Scale (WSDS) Score
The highest score for self-stigma among the WSDS questions was for question 7: If I needed a babysitter for the in-house nursery, I would be willing to hire a woman with psychosis (median = 2.0, IQR: 1.0, 2.0) ( Table 4) .
Characteristics Associated with RSES-J and WSDS Scores
For RSES-J, the results of the Kruskal-Wallis test showed significant differences in the scores for participants affiliated with different types of support facilities ( Table 5 ) and those of different ages at the onset of mental illness (p < .05). Post hoc comparisons showed significant differences in scores between participants who had attended centres for support for employment and the life of handicapped people and those who had attended psychiatric day care centres (p = .003). Post hoc comparisons showed significant differences in scores between participants who had attended centres for transition support for employment and those who had attended psychiatric day care centres (p = .017). The results of the Mann-Whitney U test showed significant differences by psychiatric hospitalisation, presence of earned income, experiences of working part-time, experiences of being treated coldly at work, turning to family or a family doctor for consultation, being denied employment because of the lack of employable skills or because of having psychosis (Table 5 ) and citing family members telling them to work as the reason for working (Table 5) No suspension from work 69 36.1 = 24.0; IQR: 20.25, 27.0). WSDS scores were higher for those who were not living alone than for those who were living alone (median = 8.0; IQR: 5.0, 10.75 vs. median = 6.0; IQR: 3.0, 10.0; Mann-Whitney U test: p < .05). WSDS scores were higher for those who did not disclose their mental illness to their colleagues than for those who did (median = 
Discussion
Self-Esteem among People with Mental Illness Who Have Work Experience
The scores of those who attended psychiatric day care were significantly higher than others, and the scores of participants who attended centres for transition support for employment were significantly lower. This result contradicts our expectation that the self-esteem scores of those who attend psychiatric day care would be low because for them it is chiefly a place to feel at home, and that the scores of those who attend centres for transition support for employment would be high because they have employment support training to start working. We could not clarify the reason for this finding in the process of our study; further research in this area will be needed. Several previous studies provide useful information in terms of helping people with mental illnesses to improve their self-esteem. A study targeting people with epilepsy indicated that support groups improve selfesteem (Sawangchareon et al., 2013) and another report has confirmed that forgiveness therapy is effective in improving resilience, self-esteem and spirituality among the wives of men suffering from alcohol misuse (Kim & Lee, 2014) . Another study has pointed out that medication monitoring and strengthening of work habits can improve self-esteem, thereby strengthening hope of recovery from illness, leading to the conclusion that vocational rehabilitation can enhance self-esteem (Gandhi et al., 2014) . Based on the results above, we conclude that it is necessary to aim to find suitable jobs, improve the working skills of people with mental illness and, at the same time, ensure therapeutic involvement to heighten their self-esteem. We have shown, for example, that the self-esteem scores of those who thought that they were not employed because they had no employable skills were low ( Table 5) , and that only half of participants became regular employees after the onset of their mental illness ( Table 1) . These people might be successful in improving their self-esteem through acquiring useful qualifications for work and becoming regular employees. 
Stigmatisation and Discrimination in the Workplace
In a survey of actual conditions at Hello Work (public employment service) in Japan in 2009, among people with mental illnesses in general employment, about 40% disclosed their illness and 60% did not (Japan Organization for Employment of the Elderly, 2010). In our study, the percentages disclosing their illness to their boss was 47.7%. About 22% of the participants experienced dismissal after the onset of their mental illness (Table 1) . Surprisingly, about 14% were advised by their bosses to quit ( Table 1) . As to company managers' opinions about people with mental illnesses, a review by Brohan and Thornicroft (2010) introduced a study targeting 502 entrepreneurs that identified the following concerns among managers: (1) worry about the safety of the other employees-that is, worry about the symptoms (17%), assumptions that mentally ill people cannot cope with stress (14%) and concerns about the possibility of strange and unpredicted behaviour (11%); (2) worry about the capacity for work (20%); (3) long absences (29%); (4) necessity for observation and burden to management (7%) and negative attitudes of colleagues (2%). Because people at workplaces potentially have such opinions about people with mental illnesses, when the disease is disclosed, they may respond by stigmatising the patients. Problems of stigma experienced by people with mental illnesses at their workplaces are so serious that it is necessary to implement some measures for them to acquire employment opportunities and to continue working.
Self-Stigma among People with Mental Illness Who Have Work Experience
Many participants reported that they had an experience of unfair treatment, and about 18% of them thought that it was because of their psychosis ( Table 1) . This result coincides with the statement by Corrigan and Watson (2002) that "mentally-disabled people apply the stereotypes to themselves (Because I have a mental illness, I am to blame for my problems)". Yanos et al. (2010) noted that "An accumulating body of evidence supports that internalised stigma, or self-stigma, is associated with compromised outcomes related to recovery from severe mental illness". Therefore, we conclude that supportive measures are necessary to help mitigate self-stigma. Such measures include those cited by Segal et al. (2013) : "This study considered the relative effectiveness of self-help agencies (SHAs) and board-and staff-run consumer-operated service programmes (BSR-COSPs) working jointly with community mental health agencies (CMHAs) and the role of organisational empowerment in reducing self-stigma. These Members experienced reduced self-stigma and increases in self-efficacy when they were engaged in responsible roles". Roe et al. (2014) reported "the Narrative enhancement and cognitive therapy (NECT) treatment group showed significant (p < .05) reductions in self-stigma and increases in self-esteem, quality of life, and Hope-Agency scores between pre-and post-treatment assessments, compared with the control group". Based on the finding that self-esteem was significantly lower among those who attended centres for transition support for employment, supporters of those with mental illnesses need to be aware of the potentially low self-esteem of people with mental illnesses who have training for employment and, accordingly, to provide additional training. We need to improve working environments to ensure that people with mental illnesses can work by introducing countermeasures to stigma into employee education programmes in the workplace.
Finally, there are some limits to this study. First, memory biases and the cross-sectional research design may well have affected results. A longitudinal study design may have been more appropriate. Second, the questions were addressed to only the mental health outpatients. The amount of stigmatisation toward mental illness expressed by individuals in the workplace was unclear. Third, as type of facility correlated with some of the study variables, and as some form of selection took place by the directors of the health service provision, these factors may have affected the main finding.
Conclusion
It is necessary to improve working environments to ensure that people with mental illnesses can work by introducing anti-stigma countermeasures in the workplace.
